The U.S. health care system is in the beginning of a crisis that can barely be comprehended. If projections are accurate, the demand for nurses will increase 40% and a 400,OOO-hour full-time equivalent registered nurse shortfall will occur by 2020. Not only are nurses leaving the field, but fewer candidates are entering. The reasons are unclear, but research has shown that nursing is a dangerous occupation-four times more dangerous than most other occupations. Protection from an unsafe workplace is guaranteed under Occupational Safety and Health Administration regulations, and many national and international groups call for zero tolerance of workplace violence. Health care worksites must develop specific plans to minimize and prevent workplace violence. Additional research is necessary to determine which methods are most effective. This article examines the necessary components of a workplace violence prevention program.
this time, nurses found it more difficult to find employment (HASC) . By 1990, some nursing schools had responded by closing their nursing programs (HASC).
"Nursing is about to realize the worst shortage in its history at the same time the first baby boomers are increasing the need for health care" (Palmer, 2003, p. 510) . A shortfall of 400,000 registered nurse full-time equivalents (FfEs) is predicted in the United States by the year 2020. An astonishing 40% increase in demand will quickly drown the pitiful 6% increase of new graduates (Palmer) . Many factors contribute to this ever diminishing supply of nurses.
According to the U.S. Department of Health and Human Services, 26% fewer registered nurses graduated in 2000 compared to 1995, indicating fewer individuals were admitted (Palmer, 2003) .
The nursing work force is aging, with more than 60% of nurses older than 40 years in 2002 (Palmer, 2003) . According to the American Hospital Association, nursing schools are unable to accept nearly 39% of qualified applicants because of a shortage of nursing faculty (Palmer) . To further complicate the issue, fewer nurses are choosing to become nursing professors; even if enough qualified applicants could be recruited, they could not complete nursing programs due to the faculty shortage (Palmer) .
Nurses are choosing to leave the profession (Palmer, 2003) . The specific reasons for this nursing exodus are not fully known, but it is thought that job dissatisfaction is a key issue. A study completed by the American Nurses Association (ANA) in 2001 found that 54% of nurses would not recommend nursing as a profession, and as many as 25% said they would actively discourage someone from entering the profession (Palmer) . Many factors contribute to job dissatisfaction (e.g., inadequate staffing, heavy workloads, increased use of mandatory overtime, and stagnant salaries). Nurses overwhelmingly cited acute and chronic effects of stress and overwork as a health and safety concern. Fewer than 20% of the respondents felt safe at work, and almost 60% reported they were threatened or verbally abused during the past year. Overall, 90% of nurse respondents cited health and safety concerns as influencing their decision to continue working in the field of nursing (Palmer) .
Research reveals that nursing is a violent profession, ranking second to law enforcement in the violence that occurs at work (Duhart, 2001) . The purpose of this article is to examine the effect of workplace violence on nurses and identify techniques to minimize the occurrence of workplace violence in the short term and decrease the nursing shortage in the long term.
DEFINING WORKPLACE VIOLENCE
Workplace violence is defined as violent acts, including both physical assaults and threats of assaults, directed toward workers and those in the workplace (Centers for Disease Control and Prevention, 1996) . The definition of workplace violence has been further categorized into four source types (Olszewski, Parks, & Chikotas, 2007 ):
• Type I-violent acts committed by criminals who enter the workplace to commit a crime.
• Type 2-violent acts committed by those who are the recipients of the service provided in the workplace.
• Type 3-violence against coworkers or management by prior employees.
• Type 4-violence committed in the workplace by a non-employee who has a relationship with a worker.
Another source type of workplace violence, horizontal violence, has been frequently described in the literature and is the violence that occurs among and between workers and their colleagues (Baltimore, 2006; Ramos, 2006) .
According to Baltimore (2006) , "Horizontal violence includes a wide range and variable degrees of antagonism: gossiping, criticism, innuendo, scapegoat, undermining, intimidation, passive aggression, withholding information, insubordination, bullying, and verbal and physical aggression" (p. 30). Nurses are often more worried about aggressive coworkers than other sources of aggression (Baltimore) . The consequences of this unprofessional behavior yield lessened job performance, satisfaction, and 450 morale; and greater turnover and absenteeism (Baltimore; Sofield & Salmond, 2003) . Ultimately, the effects of the continual stress from horizontal violence may culminate in health problems (i.e., hypertension, diabetes, coronary artery disease, depression, panic disorders, and posttraumatic stress disorder) (Sofield & Salmond) . Indeed, the Nursing World Health and Safety Survey, completed by the ANA in September 2001, revealed that more than 70% of the respondents listed acute or chronic effects of stress and overwork as one of their top three health concerns (Houle, 2001) .
Nurses, as a group, exhibit behaviors that predispose them to experiencing workplace violence. Roberts first defined "oppressed group behavior" as "people who are in groups that are subordinate to more powerful groups in their society, who learn certain behavior patterns, which lead to a cycle of further oppression" (Sofield & Salmond, 2003, p. 276) . In a process called marginality, as the nurse takes on the characteristics of the oppressor, individual identity is lost, leading to frustration and negative selfimage (Sofield & Salmond) . Nurses direct their frustrations toward themselves, their coworkers, and perceived subordinates, using verbal abuse as a coping mechanism (Sofield & Salmond) . Roberts attributes this horizontal violence to the nurses' lack of autonomy, accountability, and control over the nursing profession.
THE SPIRAL THAT LEADS TO WORKPLACE VIOLENCE
Workplace violence falls within a continuum of negative behavior in the workplace. Negative behavior includes two categories of deviant behavior, workplace incivility and verbal and physical violence (Hutton, 2006) . Incivility in the workplace begins with an unintentional act, often not realized by the perpetrator, that results in a reciprocal action from the recipient that is intentional. As the negative behavior continues, the intentional acts of verbal and physical abuse may advance on the continuum in a negative direction (Hutton) . Anderson and Pearson introduced the concept of an incivility spiral, a "low-intensity deviant behavior with ambiguous intent to harm the target in violation of workplace norms for mutual respect" (Hutton, p. 23) . This spiral defines the entry to deviant behavior.
Anderson and Pearson based their theoretical framework on incivility alone, although they did infer that failure to exit the spiral would result in physical violence. Because incivility is the entry to a continuum of workplace violence, it can be extended to include non-physical violence and then physical violence. Anderson and Pearson proposed the incivility spiral as a "framework to assess workplace incivility and target intervention to prevent escalation" (Hutton, p. 23) .
Key components of the incivility spiral include the perception of the target, the potential for departure from the spiral, the escalating nature of retaliation, the tipping point where incivility becomes violence, the ambiguous intent to harm, collateral damage, and the culpability of management. Perception is key to distinguishing between offensive and non-offensive behavior (e.g., when one worker yells to make his point in what he believes is a non-offensive manner, the recipient may perceive this to be offensive). Every interaction provides the potential for departure from escalating up the spiral, which occurs when the recipient fails to react to the yelling in the previous example. Incivility, by definition, is the unintentional intent to harm (Hutton, 2006) . Retaliatory behavior causes "collateral damage when other coworkers seek retribution for the initial target" (Hutton, p. 24 ). Anderson and Pearson described how managers were found culpable for incivility because of their lack of disciplinary action.
When the deviant behavior is no longer unintentional, then the act has reached the tipping point or has left the definition of incivility and spilled over into the definition of workplace violence. Once incivility has moved to workplace violence, the spiral can continue upward, first into non-physical violence, including psychological traumas (i.e., threats, obscene phone calls, intimidating presence, and harassment). These experiences occur most often among coworkers and can have long-lasting consequences. Next, the individual can move up the spiral to physical violence, including beatings, stabbings, suicides, shootings, and fatalities (Sofield & Salmond, 2003) . These behaviors more often occur between nurses and patients, patients' families, or strangers (Lanza, Zeiss, & Rierdan, 2006) . Interestingly, nurses often forgive this type of behavior as being situation related. For example, nurses may believe that the perpetrator was impaired, stressed, or distraught and assume the violence is "just part of the job" (May & Grubbs, 2002) . It is crucial that workers are taught to recognize and de-escalate deviant behavior before it advances up the spiral and they are held accountable for participating in workplace violence.
NURSING AND WORKPLACE VIOLENCE
In 2001, the Bureau of Justice Statistics released the findings of its National Crime Victimization Survey on Violence in the Workplace, 1993-1999. The cost of workplace violence was estimated to be $4.2 billion annually. Of particular interest, the survey found that nurses experienced work-related crime at least twice as often as any other health care provider. The rate of violent victimizations per 1,000 nurses was 21.9% (Duhart, 200 I) , but this rate is probably not accurate because underreporting is prevalent among nurses (Findorff, McGovern, Wall, Gerberich, & Alexander, 2004; Findorff, McGovern, Wall, & Gerberich, 2005; Ray, 2007; Skluver, 2007) . Of the different types of nurses, three groups are at increased risk of workplace violence: emergency department nurses, mental health nurses, and geriatric nurses (Needham, Abderhalden, Halfens, Fisher, & Dassen, 2005) . Young nurses are also at increased risk for workplace violence due to their lack of experience (Anderson & Parrish, 2003) .
In 2006, the Georgia Nurses Association included in its Commission on LegislationJPublic Policy a platform identifying nurses as the largest group of health care workers affected by an escalating epidemic of workplace violence (Platform III on Workplace Advocacy) (Commission on LegislationJPublic Policy, 2004 -2005 According to the ANA (2007), "Nurses have the right to a safe and secure workplace in which to provide quality patient care" (p. I). The ANA cites in its position rationale that "improving the health and safety of the health care workplace is a key to solving the growing nursing shortage" (p. I). Likewise, the American Medical Association (2008), in policy H-515.966 on violence and abuse prevention in the health care workplace, "encourages all health care facilities to adopt policies to reduce and prevent workplace violence and abuse and to develop policies to manage reported occurrences of workplace violence and abuse" (p. I). The American Association of Critical Care Nurses (AACN) position statement on workplace violence prevention includes a call to action for institutions and nurses (Gilmore, 2006) . The AACN demands the provision of a safe workplace, including written policies, employee training, proper staffing, and investigation of any incidents. It also mandates the implementation of a comprehensive policy for preventing and managing workplace violence that establishes a clear expectation of employee behavior and a course of action for employees and managers to take when workplace violence occurs with full administrative support for these policies. The development and implementation of workplace violence prevention programs must include management commitment, employee participation, safety and health training, and hazard identification, prevention, control, and reporting (Gilmore) .
SUCCESSFUL WORKPLACE VIOLENCE PREVENTION PROGRAMS
Many articles have been written on workplace violence in health care, and studies have been conducted that describe the phenomena (Findorff et aI., 2004; Findorff et aI., 2005; May & Grubbs, 2002 
Evaluate the Workplace
Each workplace is different and should be analyzed to discover its unique vulnerability to violence. A plan can then be developed that will prevent and control hazards by modifying the environment, changing work practices, and responding to incidents. Safety and health training can then occur, including training employees at all levels, disseminating policies, and educating patients. Workplace analysis should be an ongoing process evaluating the effectiveness of the program so that changes can be made as needed. Occupational health nurses possess key training in workplace issues, making them the best choice to research, develop, administer, and evaluate programs to minimize workplace violence in health care.
Use a Top-Down Approach
Workplace violence must be addressed starting at the top and working down. It is the employer's duty to provide a safe workplace for employees, a guaranteed right under OSHA's general duty clause. The responsibility for safety ultimately belongs to the employer.
No prevention program will have even a remote chance of success if management does not endorse it. Management has the authority to address bullying and aggression by workers or managers. Multiple studies indicate that a major reason recipients of aggression do not report acts of violence against them is because their supervisor is the perpetrator (Lanza et al., 2006; Sofield & Salmond, 2003) . It is vitally important to stop this type of intimidation, so that the actual number of violent occurrences can be determined and workers know that the behavior will not be tolerated.
InstituteZero Tolerance
At the heart of OSHA's guidelines for preventing workplace violence in health care is zero tolerance, considered the minimum requirement for a workplace violence prevention program. According to OSHA, zero tolerance for workplace violence and verbal and nonverbal threats and related action policies should be created and disseminated among all managers, supervisors, workers, clients, patients, and visitors.
Zero tolerance not only indicates that risks of aggression spring from external forces, but it also anticipates that workplace violence arises from internal threats of violence between coworkers and "explicitly addresses the management of its own personnel" (Clements, DeRanieri, Clark, 452 Manno, & Kuhn, 2005, p. 121) . Clements et al. recommend the creation of a zero-tolerance assessment team, responsible for remaining current with evidence-based practices and making revisions to worksite-specific policies and programs. Occupational health nurses should be members of such teams because they possess specialized knowledge regarding workplace standards.
EmpowerNurses
The nursing culture has been shaped by many forces. A tough, socially dominant personality is a "strong predictor of longevity in nursing" (Ramos, 2006, p. 82) . The implication is that the weaker personality succumbs and may even leave the field altogether. Nurses are also considered to be part of an oppressed group, perceiving themselves as powerless in the health care setting. Efforts to regain their sense of self-efficacy are manifested as negative behavior, particularly toward each other (Ramos) . Also, time constraints have an effect on nurses, who often view their job as a multitude of rules and task or time imperatives. More patients with higher acuity and more complex needs can result in nurses feeling overwhelmed. In frustration, they often act out in hostility toward one another (Ramos) .
The true magnitude and complexity of violent situations rely heavily on accurate reporting of every incident. The importance of including all incidents cannot be overstated. Reasons for not reporting have been enumerated in the literature and include the stigma of victimization (i.e., shame, isolation, fear, or threat of further violence), lack of supervisor support or fear of reprisal, cumbersome reporting mechanisms, excessive paperwork, and poor documentation and investigation by employers (Clements et aI., 2005) . These road blocks should be eliminated.
Predict High-RiskEvents
Violence has been described as a process with three behavioral phases: baseline, a calm phase of normal demeanor prior to disturbance; preassault, when an individual becomes disturbed and displays verbal and nonverbal behaviors that indicate the threat of violence; and assault, or the acute excitement phase, when the individual displays out-of-control verbal and physical behavior (Disatsio, 2002 ). The goal is to recognize when an incident has reached the preas sault phase and intercede, leaving the spiral of violence.
Certain individuals are more prone to violence, so thorough evaluation for specific diagnoses and behaviors is necessary. Violent behaviors may be found in individuals with psychiatric diagnoses such as affective disorders (bipolar or manic), paranoid delusions or psychosis, chemical abuse or dependency, dementia from any cause, impulse control disorders, and personality disorders (Disatsio, 2002) . Additional factors that may indicate an increased risk of violence are a history of violence against people, pets, or property, court-ordered treatment for violence, and failure to take psychiatric medications (Disatsio) . Beyond these red flags are general characteristics that can predict violence, including age younger than 40, single, residence in an urban area, substance misuses, homelessness, little or no social contact, and paranoia (Keely, 2002) .
Certain behaviors can signal escalation toward violence including rapid, loud, or profane speech, increased confusion or disorientation, clenched fists, gritted teeth, reddened face, widened eyes, flaring nostrils, rapid breathing, agitation evidenced by pacing, fear, or inability to remain still, hallucinations, and sudden change in or extremes of affect (Disatsio, 2002) . These behaviors are all clear warning signs that individuals should be approached carefully and quickly.
If a violent incident cannot be predicted or prevented, the employer has a duty to provide immediate and appropriate treatment to the victimized employees. According to Clements et al. (2005) , immediate comfort and peer support, such as a community meeting, expression of understanding by management, specific debriefing, and a referral to the Employee Assistance Program, should be initiated. Debriefing or review of procedures should occur routinely within 24 to 72 hours of the event, and this process should be safe, with no attempt to place blame (Clements et al.) . Information regarding typical adaptive and maladaptive response patterns following a traumatic event, along with a list of resources, should also be given to the traumatized employees.
Perhaps one of the most distressing reasons for the onslaught of workplace violence is negligent hiring practices. Bradley and Moore (2004) define negligent hiring as hiring an individual who the employer knew or should have known had some attribute or character trait that could create an undue risk of harm to others. Workers with a history of violence, domestic or otherwise, are viewed by the court as likely to commit violent acts again; and negligent hiring places liability on an employer for actions of its employees during the course and scope of their employment (Bradley & Moore) . Employers found guilty of negligent hiring may be required to pay not only compensatory damages, but also punitive damages. If an employer fails to thoroughly screen job candidates, the employer could be liable for any damage or violent acts of these employees (Bradley & Moore) .
Provide Education
A successful educational program geared toward the prevention of workplace violence must be a living document, changed with the needs of an organization in an effort to identify and reduce the risks involved. The authors of these programs recognize the potential for violent situations caused by both internal and external sources. Violence can come from patients, their families, strangers, physicians, supervisors, and coworkers. Often, stress fuels an event that would not have occurred under different circumstances. It is important to recognize stressors and then reduce them before the situation is out of control.
Imbedded in the whole program must be the notion that workplace violence and aggression will not be tolerated; the program must be supported by management; policies must reflect that support; and all personnel and patients must be aware of it. Employers must guard against hiring employees with a history of violence, and nurses must learn to recognize patients who have the potential to become violent. Workers can show warning signs (e.g., NOVEMBER 2008, VOL. 56, NO. 11 excessive grievances, decreased work performance, history of aggression, depression, desire to hurt coworkers, blaming others for their problems, alcohol or drug dependence, obsession with a particular individual, dependence on work for self-esteem, low tolerance for frustration, defensiveness, history of interpersonal conflict, and fascination with weapons) of potential workplace violence (Keely, 2002) . Workers displaying these warning signs need intervention to prevent a violent episode.
Education should be provided to all employees but initially to supervisors, whose support is crucial to the success of the program. Then, each employee should know how to recognize the warning signs of workplace violence and the proper steps to report potential problems (Keely, 2002) . Annual retraining is imperative, and workplace violence prevention training should begin in nursing schools. Employee identification can improve security, and strict policies to protect personal information should be implemented. Security personnel should be closely involved with the development and implementation of all safety policies and procedures. A family advocate program should be developed so that when crisis situations arise, a specially trained advocate can diffuse them. It is especially important to train managers to recognize precursors of violence and how to respond (Gates, Fitzwater, & Salazar, 2003) . According to Keely (2002) , educational content should focus on assessing and defusing potentially violent situations, managing violent behavior, recognizing security hazards, documenting incidents, obtaining assistance in violent situations, applying restraints, and using progressive behavior control methods and security devices.
SUMMARY
Nurses are the victims of workplace violence at a rate four times greater than the average employee, and violence comes from every angle, including from those who have a legal duty to protect them (Duhart, 2001) . They are overworked and stressed and often fail to find support from their employers.
Nurses are a resource that can scarcely afford to be wasted. Yet their numbers are dwindling and fewer candidates are coming forward to replace them. Several groups have identified the reduction of violence in the health care workplace as key to solving the growing nursing shortage (Palmer, 2003) . Together, they have mandated the provision of a safe workplace for all workers.
Occupational health nurses are primary stakeholders in any program designed to prevent workplace violence. As such, they should be included in any committee or team that assesses the workplace and develops a violence prevention plan. Occupational health nurses can play a pivotal role in the ongoing assessment of the plan once it is introduced.
Nurses should not accept violence as a part of the job. If nurses are to continue practicing, a plan must be formulated that sends a clear and powerful message that workplace violence will not be tolerated. Nurses must be taught to recognize incivility and exit the spiral before situations result in violence. The nursing culture must
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Gallant-Roman. M. 56(11), 449-454. 1 New and innovative strategiesare neededto stop the exodusfrom nursingand preservethe precious resource of experienced nurses. Each workplace's levelof violence must be assessed and plans to improve workplace conditionsdeveloped.
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Stoppingviolence before it escalatesshould be a goal of any workplaceviolence prevention program. Indeed, the right to a safe workplace is covered under the general duty clause set forth by the Occupational Safety and Health Administration.
3
Successful workplaceviolenceprevention programs begin with management commitment and a strong zero-tolerance stance. They empower nurses to no longer accept violence as part of their job.
4
Because of their training in workplace issues, occupational health nurses can assess the workplace, developand implementworkplace violence prevention programs, and evaluate outcomes.
also change from one riddled with violence coming from all directions to a healthy environment of mutual respect , with nurses able to address the violence that comes from outside sources .
